This issue of Annals oJSurgery includes an article by Eric Muiioz and his associates entitled "Surgonomics." Under this fashionable euphemism, Mufioz et al. look at the extent of resource utilization by various categories of surgical patients. This editorial is intended to indicate how important this concept is, how the DRG system fails in estimating resource utilization, and how ingenious the "identifiers" selected by Muiioz et al. appear to be. Any such index of complexity or resource utilization must be adaptable to computer technology (i.e., "machine readable"). These are.
To analyze hospital charges or surgical fees, the acceptable expenses (i.e., true costs) of caring for groups of patients must be estimated. One must have some way of grouping them by the extent to which they consume human or material resources. In order to total up the actual cost-accounted social investment in their care, one must estimate their resource utilization as individuals or in the aggregate-the number of hospital days, high tech tests, low tech nursing, mid tech surgeryand everythink else that goes into medical and surgical care.
The group at Yale developed the diagnostic related groups (DRGs). These were groupings of patients into large aggregates, chiefly based on their length of stay plus biological similarities in pathologic or clinical categories. This was an important concept; I believe it will be regarded as a milestone in health policy analysis.
Anyone who has worked with these DRGs realizes that they are not "diagnostic related groups" at all. Some of them, in fact, are just procedures, such as hysterectomy. Hysterectomy can be done for a variety of different diseases, yet it sits alone as a DRG. Interestingly, there are no DRGs for carcinoma of the uterus, cervix, or fundus. Therefore, we have the unique situation in a DRG category of having a procedure without the diagnosis. "Angina pectoris" is a DRG. This is quite ridiculous because it is a symptom, not a diagnosis. While it is usually due to atherosclerosis of the coronary arteries with some degree of spasm or obstruction, angina pectoris is a symptom, like headache, or pain in the back; it is not a diagnosis and its complexity (or resource utilization) can vary from zero to super maximal (i.e., if accompanied by infarction, ventricular aneurysm, and emergency surgery). There is little wonder that the cost or charges for the DRG called "angina pectoris" vary all over the chart.
The fact that the DRG system is hierarchical and unitary is advantageous. If a woman comes in and has half of one fallopian tube removed, that will fit into a certain DRG. However, if the same patient at the same operation had a total hysterectomy, then she moves into an entirely different DRG (that for hysterectomy). That is her only aggregate-locating index in the system. She is there and nowhere else. This is a golden virtue. Each patient fits into just one DRG. This makes it possible to put many patients together and try to decide how much they should cost. In the old ICD-9 method, this patient might have had four or five subsidiary diagnoses and computer "locations," some trivial, some important.
One overriding problem remains within the DRG system: variable complexity (which means variable resource utilization) is lost. To any surgeon this fallacy of the present DRG aggregation system outranks all others. Some patients having cholecystectomy are elderly, whitehaired, diabetic, recently in severe acidosis with a heart attack, one missing leg, and pernicious anemia. Other patients having cholecystectomy are young ladies who have just successfully finished their first pregnancy and are as healthy as could be, but, happen to have had a couple attacks of severe colic. How could one possibly relate the charges, expenses, outcoines, and resource utilization of one of those cholecystectomy patients to the other? It is impossible. That is why the DRG system, to be useful in health policy and economic analysis, must be improved. There must be a simple way of disaggregating the DRG aggregates according to complexity; of grouping them by resource utilization.
Several efforts have been made to improve the system by adding an index for nursing intensity: How many hours of personal care are required for the patient? The DRG number might carry with it a coefficient modifier that indicated its severity. Dr. Susan Horn, at Johns Hopkins, has made a "grid matrix" with many variables, including condition of the patient on admission, resource utilization in the hospital, and condition on discharge. It seems very complicated. In 1980, Christopher Zook and I, in analyzing the high cost users of medical care,
